The clinical course of a patient with vertebral osteomyelitis caused by Peptostreptococcus micros is described. The organism was isolated on two occasions from lumbar vertebral biopsies and was visualized in histologic sections of one of the biopsies. The patient had no apparent infections at other body sites. The infection was eradicated after 6 weeks of intravenous clindamycin therapy.
Published reports of vertebral osteomyelitis caused by obligately anaerobic bacteria are extremely rare. We recently cared for a patient with Peptostreptococcus micros osteomyelitis of the lumbar spine.
Case report. A 70-year-old man was admitted to the hospital with severe low back pain of 3 months duration. The pain developed the morning after he performed routine maintenance on his car; it was most severe with weight bearing and improved when lying flat with knees flexed. He noted a 15-to 20-lb. (6.8 to 9.1 kg) weight loss, without anorexia, in the 4 to 6 weeks after the pain began. He had been hospitalized 2 months previously, at which time he had occasional temperature elevations to a maximum of 38.2°C, and a mild leukocytosis with a slight left shift. Roentgenograms of the lumbosacral spine were unremarkable. A bone scan revealed slight uptake in the lower lumbar spine. Abdominal computerized axial tomograms revealed degenerative changes in the lumbar spine and sacroiliac joints. He was discharged with a diagnosis of degenerative disk disease of unknown etiology. In the interim, a lumbosacral corset and physical therapy provided initial relief, but the pain increased progressively. The patient experienced several episodes of chills and night sweats but denied fever. His past medical history was remarkable for cataract operations, transurethral resection of the prostate, and a right inguinal herniorrhaphy.
Physical examination revealed an elderly gentleman with lumbar spine tenderness, marked limitation of motion in the lower back, and normal vital signs. During this hospitalization the patient had temperatures as high as 38.2°C orally on several occasions, and experienced night sweats once. Leukocyte counts varied from 7.2 x 103 to 8.7 x 103/mm3; there was an increase in the proportion of band cells (10 to 34%). A Westergren erythrocyte sedimentation rate was 103 mm/h (normal is 0 to 13 mm/h).
A bone scan showed increased uptake in the lower lumbar spine which reflected interval worsening from the study 2 months earlier. Roentgenography of the lumbar spine revealed complete loss of the L4-L5 joint space with gross irregularities in the superior end plate (Fig. 1) The patient was initially treated empirically with nafcillin. After antimicrobial susceptibilities were reported, therapy was changed to clindamycin (900 mg intravenously every 8 h for 6 weeks). Follow-up 5 Culture-proven anaerobic vertebral osteomyelitis is rare. An extensive review (7) of pyogenic vertebral osteomyelitis revealed that only 5 of 154 (3%) bacterial isolates were anerobes; 3 of the 5 anaerobic isolates came from a single patient who developed a mixed aerobic-anaerobic infection following an abdominal gunshot wound. The five anaerobic isolates included three Propionibacterium spp., one Bacteroides fragilis, and one Peptostreptococcus magnus. The most common aerobic isolates were Staphylococcus aureus and Escherichia coli (55 and 10%, respectively, of all isolates).
A separate review (4) of anaerobic osteomyelitis included 12 vertebral infections (six Bacteroides spp., two Fusobacterium spp., one Propionibacterium sp., and three unspecified). Half of these infections involved the coccyx. In most cases anaerobic vertebral osteomyelitis resulted from direct extension of an infected wound, or from bacteremia secondary to wound infection. In contrast, vertebral osteomyelitis due to aerobic bacteria is most commonly associated with bacteremia secondary to urinary tract infection or gen-_ .. itourinary instrumentation (7) . Soft tissue and respiratory tract infections were also commonly associated with aerobic vertebral osteomyelitis. Reports of actinomycotic vertebral osteomyelitis were common before 1950 (4). This disease is now rare, presumably because of widespread use of beta-lactam antibiotics. The diagnosis is usually based on clinical or pathologic features rather than culture. Actinomycotic vertebral osteomyelitis is almost always associated with concurrent cervicofacial, thoracic, or abdominal infections.
Before 1970, cultures from patients with vertebral osteomyelitis were frequently negative (6) . This raised suspicions that anaerobic or fastidious bacteria are more commonly the etiologic agents of vertebral osteomyelitis than were documented by culture. Recently, three cases of vertebral osteomyelitis caused by fastidious bacteria (Haemophilus aphrophilus, Eikenella corrodens, and an organism resembling Actinobacillus actinomycetemcomitans) were reported (2). Despite significant improvements in anaerobic culture techniques, however, culture-proven anaerobic vertebral osteomyelitis remains rare.
We have found only one well documented case of vertebral osteomyelitis due to anaerobic gram-positive cocci (7) . This occurred as a mixed aerobic-anaerobic infection secondary to an abdominal gunshot wound. The case we report here illustrates a destructive chronic infection due to P. micros. The patient had no apparent infections at other body sites. He did, however, undergo a transurethral prostate resection and a right inguinal herniorrhaphy approximately 12 months, and 3 months, respectively, preceding his initial complaint of back pain. Genitourinary instrumentation has been implicated in the pathogenesis of vertebral osteomyelitis due to aerobic bacteria, presumably by producing a transient bacteremia that seeds the affected vertebrae (7) . The presence of anaerobic gram-positive cocci as common members of the indigenous urethral and skin microflora raises the possibility that bacteremia associated with the herniorrhaphy or genitourinary manipulation contributed to the pathogenesis of peptostreptococcal vertebral osteomyelitis reported here (1, 3) .
